INTRODUCTION {#sec1-1}
============

Inclusion of ectodermal tissue remnants, entrapped during the 3^rd^ and 5^th^ week of gestation during neural tube closure, gives rise to epidermoid cysts.\[[@ref1]\] An intramedullary epidural cyst (IEC) composed of stratified squamous epithelium rarely occurs without spinal dysraphism; there are less than 80 such cases reported in the literature.\[[@ref5]\]

Here, we present an adult with an IEC identified on magnetic resonance (MR) at the D8-9 level that was successfully excised without residual neurological deficit or recurrence (e.g., at 6 months.)

CASE REPORT {#sec1-2}
===========

A 41-year-old female presented with a progressive spastic paraparesis (e.g., left greater than right) of 2 years duration accompanied by 1 month of urinary incontinence. The examination revealed right lower extremity motor function at 2/5, left at 4/5, diffuse lower extremity hyperreflexia, bilateral Babinski responses, and a relative bilateral T12 sensory level.

The MR image revealed a well-defined intramedullary lesion at the D8-9 level, measuring 3.1 × 1.2 × 1.2 cm (vertical, anterior--posterior, transverse diameter). It was hypointense on T1, hyperintense on T2-weighted images, with a faint rim of enhancement with post gadolinium diethylenetriamine pentaacetate (GD-DTPA) injection \[[Figure 1](#F1){ref-type="fig"}\]. The computed tomography (CT) was unremarkable. Following a D8-9 laminectomy and durotomy, performed under somatosensory evoked potential and motor evoked potential monitoring, the tumor surfaced on the left side of the cord. It was pearly white and had a well-defined plane except posteriorly where capsule was densely adherent to the cord/parenchyma \[[Figure 2](#F2){ref-type="fig"}\]. The lesion was excised except for the posterior capsule that could not be safely dissected away from the cord. Histopathology confirmed the diagnosis of an IEC; the epidermoid contained lamellated keratinous flakes, dystrophic calcification without adnexal structures, and an inflammatory response/giant cell formation \[[Figure 3](#F3){ref-type="fig"}\]. Six months postoperatively, the patient ambulated without support, having regained 4+/5 function in both lower extremities. The follow-up contrast-enhanced MRI showed no residual/recurrent lesion \[[Figure 4](#F4){ref-type="fig"}\].

![Preoperative CT and MRI. (a-c) T1 and T2 weighted sagittal images showing intramedullary lesion at D8-9 level with faint peripheral enhancement on gadolinium contrast. (d and e) Preoperative CT dorsal spine axial and sagittal images: not showing any abnormality](SNI-9-122-g001){#F1}

![Intraopeartive images. (a) Lesion surfacing after durotomy, (b) pearly white material seen during decompression of the tumor and (c) tumor cavity after decompression](SNI-9-122-g002){#F2}

![Histological images. (a and b): Photomicrograph of an epidermoid cyst with lamellated keratin. Adnexal structures were not seen. (H&E, ×100)](SNI-9-122-g003){#F3}

![Follow up MRI at 6 months. (a-c) T2 weighted sagittal, T1 gadolinium contrast and diffusion images: no evidence of recurrence. Post op changes noted. (Preoperative diffusion sequence was not available)](SNI-9-122-g004){#F4}

DISCUSSION {#sec1-3}
==========

Spinal IEC in adults constitutes \<1% of intramedullary tumors.\[[@ref5]\] IECs are either congenital or acquired; some of the latter have attributed to lumbar punctures (e.g., resulting from iatrogenic skin fragment penetration).\[[@ref5]\] These lesions are diagnosed late in the clinical course as the onset of subacute/acute paraparesis with/without sphincter dysfunction is often delayed. Here the patient presented with a spastic paraparesis of 2 years duration with urinary incontinence for just one month\'s duration. The MR diagnosis of IEC is difficult and major differential diagnostic considerations include arachnoid cyst, ependymoma, and astrocytoma.\[[@ref6]\] As noted in this case, IEC on MRI is typically hypo or isointense on T1, hyperintense on T2, with variable enhancement of the cyst wall (T1 with GD-DTPA).

Although microsurgical excision provides the best chance for cure, if lesion\'s capsules are densely populated surrounding normal neural tissues, then they should be left in place to avoid increasing surgical/neurological dysfunction/morbidity.\[[@ref2][@ref4]\] Although some have reported a role for radiotherapy (RT) for treating recurrent IEC, RT is not an established treatment for these lesions.\[[@ref3]\]

CONCLUSION {#sec1-4}
==========

IECs are rare in adults without spinal dysraphism. Here, an adult presented with a 2-month history of a progressive paraparesis and an MR-documented T8-9 lesion. Six months following microsurgical subtotal excision of the IEC (e.g. residual posterior capsule densely adherent to the cord), the patient recovered 4+/5 motor function and, the MR documented no tumor recurrence.
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